INTRODUCTION
Due to the rare occurrence and complex pathologic nature of the carcinoma, accurate diagnosis for perithyroidal GCT is often challenged. We report a case of GCT, coincident with papillary carcinoma, just adjacent to isthmus of thyroid gland. Clinically it was presented as thyroid mass and originally diagnosed as medullary carcinoma on frozen section.
CASE REPORT
A 44 year-old woman with a medical history of hypertension visited local medical center due to her right neck mass which was developed 6 months ago. She had no specific symptom and thyroid function tests were within normal range. In the subsequent ultrasonographic examination, 2 hypoechoic masses were noted in right thyroid lobe (0.6×0.6 cm) and isthmus (0.6×0.5 cm) with multiple lymph node enlargements. Clinical analysis suggested she had a metastatic thyroid malignant tumor, and fine needle aspiration (FNA) was performed to confirm the diagnosis. The FNA results indicated that her 2 thyroid masses and lymph node had papillary carcinoma and benign nodule, respectively. The aspiration cytology of lymph node revealed necrotizing lymphadenitis, consistent with Kikuchi lymphadenitis. The patient successively underwent right thyroid lobectomy. Specimen of the right thyroid lobe and isthmus was obtained from the surgical resection, Measuring 0.7×0.5 cm in size, white and solid nodule located in right thyroid lobe revealed typical papillary growth pattern and nuclear features including nuclear enlargement, clearing, irregularity, pseudoinclusions, and grooves. The observed features were consistent with conventional papillary thyroid carcinoma. The other mass was measured 0.9×0.7 cm in size and was well defined solid tumor in bright yellow color with smooth cut surface; it was located just adjacent to isthmus. Hemorrhage or necrosis was not present on cut surface (Fig. 1) . The tumor was composed of cells with abundant eosinophilic cytoplasm, elongated nucleus, eosinophilic amyloid-like materials. It was suspicious of medullary carcinoma on frozen section. On the permanent paraffin-embedded hematoxylin-and eosin stained section, the tumor showed sheet-like growing pattern and was composed of round, polygonal cells with eosinophilic, granular cytoplasm. It showed infiltrating margin to adjacent soft tissue and typically the granular cells encompassed small nerves. It also contained many eosinophilic collagenous materials in tumor. The nuclei were cytologically bland and mitosis was not found. (Fig. 2A ) umor cells were positive on S-100 (Fig. 2B ) and CD68 immunohistochemical staining but were negative on Cytokeratin, Thyroglobulin, Calcitonin, CD34, HMB45 and Synatophysin.
Based on histology and immunohistochemical profile, the final diagnosis was resolved as GCT of thyroid gland.
DISCUSSION
Granular cell tumor (GCT) is a fairly common tumor of Schwann cell origin. (1-3) Although originally considered a muscle tumor by Abrikossoff in 1926, its close association with nerve and immunohistochemical characteristics firmly identifies it as a neural lesion. (3) GCT occurs in patients of any age and is usually located in the dermis or subcutis and less frequently in the submucosa, smooth muscle, or striated muscle. (3, 4) The most common site is head and neck lesion, especially in the tongue; but it can occur in other organs, including larynx, tracheobroncheal tree, gastrointestinal tract, parotid gland, genitourinary tract, vulva, nerves, bile duct, and breasts. (1, (3) (4) (5) The first reported case of GCT of thyroid gland was in an 11.5-year-old girl who was receiving high dose estrogen treatment for familial tall stature since she was 9 years old.(6) After Mahoney had reported the case, 6 additional cases have been published in the English literature and 3 additional cases have been reported in the Korean literature (including this case).
(1,6-11) In all but except for a single case, 8 patients were female and the age at diagnosis ranged from 11 to 47 (average age was 28.3). Most of them were asymptomatic and the tumor was confined to thyroid.(9) One patient had weakness, anxiety, and palpitation; this patient had concomitant multifocal GCT in thyroid with papillary thyroid carcinoma. (11) Differential diagnoses include medullary carcinoma and Hurthle cell tumor. Medullary carcinoma shows sheets or irregular islands of polygonal or plump spindle cells transversed by fibrovascular septa. Occasionally, a whirling, trabecular, pseudopapillary, rosette, tubular, microglandular, or cribriform pattern can be observed. The tumor cells have round to oval nuclei and nuclear pleomorphism is usually not significant. The cytoplasm is finely granular. Amyloid is found in 80∼85% and appear as pink-staining amorphous materials. The malignancy for the case in this report was a very rare case of perithyroidal GCT concomitant with papillary carcinoma, appearing as medullary carcinoma on frozen section. Although perithyroidal GCT is very rare, it is important to consider some possibility of GCT when the tumor is composed of round cells with eosinophilic cytoplasm on frozen section or fine needle aspiration and make a differential diagnosis with malignant thyroid tumor.
